Hands On Chiropractic
Confidential Patient Information

Date:______________________
Name:______________________________________________Date Of Birth:_______________________
Address:__________________________________City/State/Zip:_________________________________
Cell Phone:____________Home Phone:______________Work Phone:____________Email:____________
Marital Statue:   S M D W          Name of Spouse/Significant Other:________________________________
Ages of Children (if still part of your household):_______________________________________________
Occupation:______________________________Employer:______________________________________
How did you hear about us? Whom may we thank for recommending you to our office?________________
Tell Us About Your Goals for Care:
In general, what do you consider your overall health goal:

__More energy

__Better sleep


__Improved mental clarity / focus
__Improved performance
__Stronger immunity

__Increased relaxation / emotional well being

__Illness prevention

__Easier breathing

__Decreased reliance on medications

__Increased flexibility
__Better posture

__Improved digestion

__Higher stress resistance
__Slower aging

__Other:_______________________________

What results are you hoping to experience by working with our office?______________________________

_______________________________________________________________________________________

What do you feel is causing your health concerns?______________________________________________

Have you ever been under chiropractic care in the past? Yes/No  With whom:________________________

Health History:
Please circle any symptoms or conditions you’ve experienced in the last 5 years:

Neck pain
Back pain
Sinus problems
Cancer

Insomnia
Carpal tunnel syndrome

Fibromyalgia
Acid reflus
Colitis/Crohn’s/IBS
Hypertension
Osteoporosis
Depression/Anxiety

Headaches
Heart disease
Allergies/Asthma
Stroke

Diabetes
Chronic fatigue
Restless legs
Incontinence
Thyroid Imbalance
Sciatica
Other:___________________________

Please list any other diagnosed health conditions:_______________________________________________

Over the last 5 years, have your health, wellness, & quality of life: Decreased/Increased/Stayed the same?

“I agree that the information submitted on this form is true and accurate to the best of my knowledge.”

Signature________________________________________ Date_________________________________
Thank you for choosing our office! We look forward to serving you!

Hands On Chiropractic

Hands On Chiropractic Notice of Privacy Practices

I acknowledge that I have been offered to review a copy of the Hands On Chiropractic’s 

Notice of Privacy Practices.

_______________________________
_____________________________

____________

Name of Individual (Print)


Signature of Individual


Date

_______________________________
_____________________________

______________

Signature of Personal Representative

Relationship (Guardian, Parent if minor)
Date

________________________________
___________________________

Witness




Date

Payment Agreement

I understand and agree that health and insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand Hands On Chiropractic will prepare any necessary reports and forms to assist me in making collections from the insurance company and that any amount authorized to be paid directly to Hands On Chiropractic will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.

_________________________________________________
_______________________________

Signature







Date

Guardian or Spouse’s Signature who authorize care____________________________________________

Medicare Patients Only

Medicare pays for services rendered on a medical necessity basis.  They may or may not pay up to 12 visits per calendar year for chiropractic.  This is decided after they have reviewed your case.  Therefore, we would like you to be aware that your care is based on medical necessity.  The only service covered by Medicare is manual manipulation of the spine.  Medicare does not cover all other services in this office including examinations, x-rays and therapy.
I___________________________________have read the above paragraph and understand that if Medicare does not find my case necessity I know that I am responsible for all services rendered.

_______________________________________________

_________________________________

Signature







Date
Terms of Acceptance

 When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective. Chiropractic has only one goal: to eliminate misalignments within the spinal column, which interfere with the expression on the body’s innate wisdom. It is important that each patient understand both the objective and the method that will be used to attain our goal. This will prevent any confusion or disappointment. 

Adjustment: The specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of correction is specific adjustments of the spine. 

Health: A state of optimal physical, mental, and social well being, not merely the absence of disease or infirmity. 

Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential. 

We do not offer diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of chiropractic spinal examination we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis, or treatment for those findings, we will recommend that you seek the services of health care provider who specializes in that area. Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate major interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral subluxations. 

I,_____________________________________have read and fully understand the above statements.
(Print Name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction. I, therefore, accept chiropractic care on this basis. 

_____________________________ 

_____________________ 

Signature 




Date 

Pregnancy Release:

This is to certify that to the best of my knowledge I am NOT pregnant and the above doctor and her associates have my permission to perform a x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. Date of last menstrual period:_______________

 ____________________________________ 

____________________ 

Signature 





            Date 
[image: image1.png]PAIN DIAGRAM

PATIENT NAME: TODAYS DATE:

PLEASE COMPLETE THE FOLLOWING “PAIN DIAGRAM” BY USING LETTERS AT THE LEFT TO
INDICATE ON THE DIAGRAM YOUR AREAS OF PAIN:

PAIN (P) PATIENT’S SIGNATURE:
TINGLING (T)

NUMBNESS (N)

BURNING (B)

STIFFNESS (S)

OPTIMAL o BED
HFALTH RIDDEN

BACK





[image: image2.png]Patient name:

The Revised Oswestry Disability Index (for low back pain/dysfunction)

File #

Date:

This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage everyday
life. Please answer every section and mark in each section only the ONE box that applies to you. We realize that you may consider that two
of the statements in any one section relate 1o you, but please just mark the box that most closely describes your problem.

SECTION 1-PAIN INTENSITY

ooonoono

The pain comes and goes and is very mild.
The pain is mild and does not vary much.
The pam comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain comes and goes and is very severe.
The pain is severe and does not vary much.

SECTION 2-PERSONAL CARE

[3 1 would not have to change my way of washing or dressing in order
to avoid pain.

[3 I do not normally change my way of washing or dressing even
though it causes some pain.

[C]  Washing and dressing increases the pain, but I manage not to
change my way of domng it

[J  Washing and dressing increases the pain and I find it necessary to
change my way of doing it.
without help.

{1 Because of the pain, I amn unable 1o do any washing and dressing
without help.

SECTION 3-LIFTING

1 I can lift heavy weights without extra pain.

3 I can lift heavy weighis, but it causes extra pain.

] Pain prevenis me from lifting heavy weights off the floor, but I
manage if they are conveniently positioned (e.g., on a table).

[ Pain prevents me from lifting heavy weights off the floor.

- sz;xwemsmei}omhfungheavywaglns,butlmnmanagehgm
to medium weights if they are « iently p

[Z1 I can only lift very light weights at the most.

SECTION 4 WALKING

oooooo

I have no pain on walking.

I have some pain on walking, but it does not increase with distance.
I cannot walk more than onc mile without increasing pam.

I cannot walk more than 1/2 mile without mcreasing pain.

I cannot walk more than 1/4 mile without increasing pain.

I cannot walk at all without increasing pain.

SECTION 5SITTING

0ogoan

I can sit m any chair as long as I like.

I can only sit in my favorite chair as long as I like.
Pain prevents me from sitting more than 1/2 hour.

Paio prevents me from sitting more 10 minutes.

I avoid sitting because it increases pain right away.

SECTION 6-STANDING

O o000 oo

1 can stand as long as T want without pain.

1 have some pain on standing, but it does not increase
with time.

I cannot stand for longer than one hour without
increasing pain.

T cannot stand for longer than 1/2 hour without
increasing pain.

I cannot stand for longer than 10 minutes without
increasing pain.

T avoid standimg because it increases the pain nght

away.

SECTION 7-SLEEPING

0O 00 0 0D

1 get no pain in bed.

1 get pain in bed, but it does not prevent me from
sleeping well.

Because of pain, my normal pight’s sleep is reduced
by less than 1/4.

Because of pain, my normal night’s sleep is reduced
by less than 1/2.

Because of pain, my normal night’s sleep is reduced
by less than 3/4.

Pain prevents me from sleeping at all.

SECTION 8-SOCIAL LIFE

My social life is normal and gives me no pain.
My social life is normal, but increases the degree of

pain.
Pain has no significant effect on my social life apart
from limiting my more energetic interests, e.g.,
dancing, etc.

Pain has restricted my social life and I do not go out
very often.

Pain has restricted my sodial life 1o my home.

1 have hardly any social life because of the pain.

SECTION $-TRAVELLING

oo o0 0 o0

I get no pain while mavelling.

I get some pain while travelling, but none of my usual
forms of travel makes it any worse.

1 get extra pain while travelling, but it does not compel
me o seek alternative forms of travel.

1 get extra pain while travelling, which compeks me o
seek aliernative forms of travel.

Pain restricts all forms of travel.

Pain prevents all forms of travel except that done lying
down.

SECTION 10-CHANGING DEGREE OF PAIN

oog bood

My pain is rapidly geiting better.

My pain fluctuates, but is definitively getting better.
My pain seems to be getting better, but improvement
is slow at present.

My pain s neither getting better nor worse.

My pain is gradually worsening.

My pain is rapidly worsening.




[image: image3.png]NECK DISABILITY INDEX

THIS QUESTIONNAIRE IS DESIGNED TO HELP US BETTER UNDERSTAND HOW YOUR NECK PAIN AFFECTS YOUR ABILITY TO
MANAGE EVERYDAY -LIFE ACTIVITIES. PLEASE MARK IN EACH SECTION THE ONE BOX THAT APPLIES TO YOU.
ALTHOUGH YOU MAY CONSIDER THAT TWO OF THE STATEMENTS IN ANY ONE SECTION RELATE TO YOU,

PLEASE MARK THE BOX THAT MOST CLOSELY DESCRIBES YOUR PRESENT -DAY SITUATION.

SECTION 1 - PAIN INTENSITY

Cooooo

I have no pain at the moment.

The pain is very mild at the moment.

The pain is moderate at the moment.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

SECTION 2 - PERSONAL CARE

Coog O 0 O

I can look after myself normally without causing
extra pain.

I can look after myself normally, but it causes
extra pain.

It is painful to look after myself, and I am slow
and careful.

I need some help but manage most of my personal care.

I need help every day in most aspects of self -care.
I do not get dressed. I wash with difficulty and
stay in bed.

SECTION 3 — LIFTING

o ooo

og

I can lift heavy weights without causing extra pain.
I can lift heavy weights, but it gives me extra pain.
Pain prevents me from lifting heavy weights off

the floor but I can manage if items are conveniently
positioned, ie. on a table.

Pain prevents me from lifting heavy weights, but I
can manage light weights if they are conveniently

positioned.
I can lift only very light weights.
I cannot lift or carry anything at all.

SECTION 4 — WORK

ogogooo

I can do as much work as I want.

I can only do my usual work, but no more.

I can do most of my usual work, but no more.
I can't do my usual work.

I can hardly do any work at all.

I can't do any work at all.

ON 5 — HEADACH

[

oopoooco

I have no headaches at all.

I have slight headaches that come infrequently.

I have moderate headaches that come infrequently.
I have moderate headaches that come frequently.

I have severe headaches that come frequently.

I have headaches almost all the time.

PATIENT NAME

E

ooCooCoo

I can concentrate fully without difficulty.

I can concentrate fully with slight difficulty.

I have a fair degree of difficuity concentrating.
I have a lot of difficulty concentrating.

I have a great deal of difficulty concentrating.
I can't concentrate at all.

SECTION 7 — SLEEPING

coooen

I have no trouble sleeping.

My sleep is slightly disturbed for less than 1 hour.
My sleep is mildly disturbed for up to 1-2 hours.

My sleep is moderately disturbed for up to 2-3 hours.
My sleep is greatly disturbed for up to 3-5 hours.

My sleep is completely disturbed for up to 5-7 hours.

SECTION 8 — DRIVING

00 OooCo

C 0 Coooo

oQgoooD

SCORE [50]

I can drive my car without neck pain.

I can drive as long as I want with slight neck pain.

I can drive as long as I want with moderate neck pain.
I can't drive as long as I want because of moderate
neck pain.

I can hardly drive at all because of severe neck pain.

I can't drive my care at all because of neck pain.

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.
I can’t read as much as I want because of moderate
neck pain.

I can't read as much as I want because of severe

neck pain.

I can't read at all.

N10-R EATI

I have no neck pain during all recreational activities.

I have some neck pain with all recreational activities.

I have some neck pain with a few recreational activities.
I have neck pain with most recreational activities.

I can hardly do recreational activities due to neck pain.

I can't do any recreational activities due to neck pain.

DATE

BENCHMARK -5 =

Copyright: Vernon H. and Hagino C., 1987. Vernon H, Mior S. The Neck Disability Index: A study of reliability and validity.
Journal of Manipulative and Physiological Therapeutics 1991; 14:409-415. Copied with permission of the authors.




